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F 000 I. INITIAL COMMENTS I " F 000

: During the annyal recertification survey and

* complaint investigation #32933 on February 26,

i 2014, at NHC Sequatchis, no deficlencles were

‘ cited in refation to the cormplaint under 42 CFR

PART 482,13, Requirements for Long Term Care. )

F 312, 483.25(a)(3) ADL CARE PROVIDED FOR ‘
$5=D | DEPENDENT RESIDENTS l j

i Aresident who is unable to carry out activitles of !

[ dally living recelves the necessary servicesto |

| maintain good nutrition, greoming, and personal

j and oral hygiene,

| This REQUIREMENT is not met as evidenced

]
|
!

| by: I
| Based on medical record review, observation, |
!

f

| facility policy review, and intervie » the facility
! failed to ensure fingerails were neat and clean

j for one resident (#3) of thirty-one residents
observed,

' The findings included:

|
|
| Resident #3 was admitted to the faciiity on | !
| November 2, 2012, with diagnoses including i i
: Congestive Heart Failure, Hypertension, Stage Il |
! Chronic Kidney Disease, Coronary Artery !
! Disease, Dlabetes Mellitus, and Osteoporosis. |

' Medical record review of the Quarterly Minimum
| Data Set (MDS) dated February 12, 2014, |
| revealed the resident required extensive ’
 asslstance of two persons for personal hygiene, |

i
!
|
|
g
j

{ Raview of the resident’s care pian dated Februaty!

REFRESENTATIVE'S SIGNATURE TITE - X&) DATE
e /M':;w(wéfﬁ%r“ Yofiy

183 a deficloncy which (he Institution may be oxcused frem cafrecting providing it Is delarminod that
lions.) Excapt for nursing homos, tha findings statod above are disclogadle 50 days
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continued
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PREFX | {EACH DEFICIENCY MUST BE PRECEDED By FULL ! 3
TAG I* REGULATORY OR LSC IDENTIFYING INFORMATION) ], p?fg'x ’ cé?sguﬂgggggncggg '?gr T:-?g A%ﬁ%’i%ﬂﬁ-e I e
i i ! DEFICIENCY)
l 1 -'
! : '
F 312; Continued From page 1 { F312! 4 i ; ) ’
. Resident # 3 pas lean, tri '
| 20, 2014, revealed, "...Nall Care; Staff will cloan | | fingernails, Fean tmmed I
| and trim nails as needed...” ! ]
I ! |
) - 2. Al residents have b r
:, Observalion of the resident’s hands on February i , clean, u;,;,;,:; fmgzvmeai lien Aassessed for }I
j 24, 2014, at 3:30 p.m., February 25, 2014, at | ‘ ;
1 11:34 a.m., and February 26, 2014, at 8:00 am., | inservice wi - i
j Fevealed the resident's fingernalls were leng and | ﬁﬁrs:::n nlcri1 sngv:;: et e Ii]el‘d rortanes | |
i had brown debris under the nalls, | 2 L5 0 Stess ¢ © Lportance | |
| I of Clean, trimmed fingemails for an ! {
| Review of the facility's policy, Nail Care, revealeg, | residents. D
: "-.All residents will be monitared routinely to ’ . o
| @ssure nalls are ¢lean and appropriately 4. All nurses will observe each resident
i immed, " I under their care daily to monitor for
! , clean, 'trimmed fingernails ang take |
| Observation and interview with the Assistant , | appropriate action as needed, The| |
{ Director of Nurses on February 26, 201 4, at 8:20 Resident 'Care Coordinators wiji reportto] |
j &.m., in the resident's room, confirmed the i the Quality Assurance Committee for 3. ]
i facility’s policy had not been followed and the months or until there is 95% compliance| |
j resident's fingernalls needed 1o be clesned and | | With all residents having clean, trimmed; |
! trimmed. i nails, ' 31262014
F 323:‘ 483.25(h) FREE OF ACCIDENT ] F 323, ]
$8=D i HAZARDSISUPERVISION!DEVICES ] I
! H
E The facility must ensure that the resident -‘I
: énvironment remains as free of accident hazards
! as is possible; and each resident recelves [
 adequate supervision and assistance devices to i
! prevent accidents, /
. !
. " [
| L |
| This REQUIREMENT s niot met as evidenced | I
: by: f
| Based on medical recorg review, review of facility
fall investigations, observation, and Interview, the !
‘ facility failed to ensure a safety device to prevent '
j falls was in place for one resident (#100) of three {
. ! J
Event 10: FUDF{1 Faelliyy 1D: TN?701 if continuation shegt Page 2of9
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[ ‘ 1
‘ ;
F 323, Continued From page 2 , , (
; 2 idents revi e%a? rfalle, of thi mpled L yedent #100 has a pressure pad
| residents reviewed for falls, of thity-one sample alarm in place in bed and chair, '
! residents. !
: o 2. All residents requiri i
! \ quiring any type of :
: The findings included: :;t‘ety alarm havg been assessed to assure | {
[ Resident #100 was admitted to the facllity on May © proper alam s in place, g
| 30, 2011, with diagnoses including Alzhelmer's 3. An i . ) ] ':
| Dementia with Behavioral Disturbance, Diabetes rrson g orvice will be held with all [
 Mellitus Type 11, Depression with Anxiety, ";rses. and CNASs to stress the importance |
| Blindness, Personal History of Fail, History of of having the proper alarm in place, I
| Psychosis, Welght Lass, and Hosplea Care. )
| 4. A rfheck sheet will be used to identify ;
| Medical record revlew of 3 nurse’s note dated all residents requiring any type of alar, .‘
| September 12, 2013, revealed, "...resident was in fo assure the nurses and assistants are
; hallway in Geri-chair, We heard tab alarm Ch?':kmg to assure the proper ajarm is'
t Sounding. Ran down haliway and (resident) was being used. '
[ in the floor...skin tear to elbow..."
{ : Members of the Falls/Incident Committee |
| Medleal record review of Quarterly Minimum Data will make random checks to assure the
! Set (MDS) dated December 29, 2013, reveaied above measures are followed and report
! the resident was severely cognitively impalred ’ to the Quality Assurance Committee for 3.
! and was totally dependent on staff for all Activities | months or until there js g 95%:
: of Daily Living (ADLs). ;o!nplianze rate of the correct alamm: 014
| ein . ; :
| Medical record review of 2 nurse’s note dated & use 13/26/201
i February 22, 2014, revealed, "...called to day
room per CNA (Certified Nurse Assistant). )
Resident lying in floor on back. Small abrasion
i noted to chin. No other injuries noted. Tab alarm |
 not sounding bacause resident removed it before
exiting (resident's) chalr. Placed back in chair
and attached tab alarm...” Continued review of
the nurse's note revealed an Intervention initiated !
; o prevent future falls *...chair alarm...will check .
| tab alarm periodically to ensure it is properly
| attached to alarm staff of unsafe
! behaviorsitransfors...”
 Review of a facility fall investigation dated i .
Event 10: FUBF11 Foeliity ID; THZT51 If continuation sheet Page 3of 9
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[
1
|

F 323 | Continued From page 3
February 22, 2014, reveaied the resident had 3

i on February 22, 2014, which the resident had
J‘ removed. Continued review of the facility fali

| to prevent future falls "...pressure alarm in bed
] and chair,..”

; last updated February 24, 2014, revealed, "...At

| risk for falls Secondary to blindness, no safety

| @wareness, and personal history of falls,..”

[ Continued review of the resident's care pian

j revealed, "...tab alarm while in bed/chair to alert

| staff of unsafe behaviers..." with a line drawn

i through with handwritten nole "...de'd
(discontinued) 2/24/14.. " Further review of the
resident's care plan revealed a new intervention
to prevent future falls, “.nPressure alarm to ped
and chair to alert staff of unsafe

I behaviors.,..2/24/14,, "

)

t Medical record review of a physiclan's order
| dated February 24, 2014, revealed, *...1.

| Pressure alarm to bed and chalr,..2, DC

i {discontinue) tab alarm to bed/chair...”

; Observation of the resident on February 25,

2014, at 1:30 p.m., in the resident lounge outside

; of Stalion 2 nurse station, revealed the resident
| laying in a reclined Geri-chair, and appeared to
! be sleeping, Continued observation of the

} resident revealed a pull-tab alarm in place on the

1 resident’s shirt,
{ Observation of the resident on February 26,

| 2014, at 7:58 a.m., in the resldent lounge outside

i of Station 2 nurse station, revealed the resident
| Iaying In a reclined Geri-chair, and appeared to

b alarm in place at the time of the residents fall

investigation revealed a new intervention initiated

f Medical record review of the resident’s care plan,

——

If eontinuation shoet Page 4¢f8
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/

r—eee— L

F 323 Continued From page 4 { F 323
be sieeping. Continued observation of the
resident revealed a puil-tab afarm in place on the |

| resident's shirt, ] I

!

| Observation of the resident on February 26,
[2014, at 10:33 a.m., in the resident lounge

i outside of Station 2 nurse station, revealed the

! resident laying in a reclined Geri-chair, and

| appeared to be sleeping. Continued observation
! of the resident revealed a pulltab atarm in place
i On the resident's shirt,

 Interview with Licensed Practical Nurce (LPN) #1 ‘
‘ on February 26, 2014, at 10:33 a.m., inthe

lounge outslde of Station 2 nurse station,
| confirmed a pull-tab alarm was in place on the
i resident and confirmed 3 pressure pad alarm was 1
! not in place,

IF Interview with the Director of Nursing (DON) on

| February 26, 2014, at 10:40 a.m,, in the Soclal

i Services Office, confirmed the resident had 2

( pull-tab alarm in place and the Taciiity had not l

—_—————

———

implemented the pressure pad alarm as
| indicated.
F 441 483.65 INFECTION CONTROL, PREVENT F 441

$5-p ( SPREAD, LINENS

| The facility must establish and maintain an

! Infection Control Program designed to provide a
 Safe, sanitary and comfortable envirenment and

! to halp prevent the development and transmission
! of disease and infection.

!

e T S

————

The facillty must establish an Infection Control

: Program under which it -
: (1) Investigates, controls, and prevents infections

1
M CMS-2567(0288) Previeus Verslong Cbaolale Evont I FUDF11 Faclliy 10: ‘TNT701 If continuatien sheet Page Sofp
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e | (EA&”B‘E&?&ESE?’EU”?T“EES&%E%'ES%’EM sRER | (A GO A O REESTION — combrgmon
TAG I_} REGULATORY OR LsC IDENTIFYING INFORMATION) TAG l OSS.REFERESIEEIEIES g‘gegppgopnme DAYE ‘
r I ‘
F 441 ;f Continued From page 5 I Faq1
Lin the facility; | )
| (2) Decides what Rrocedures, such as isolation, | 1. Registered Nurse #1 has peen,
,f should be appiled {0 an individual resident; and [ serviced 10 sanitize hands before;
| (%) Maintains a record of incidents and corrective donning gloves and after rentoving the
! actions refated to Infactions, gloves: }
I(b) Preventing Spread of Infaction 2. Al nursing staff have beep assessed| |
[ (1) When the Infection Control Program on mfection control practices including|
determines that  resident needs isolation to sanitizing hands before and after gloving, |
| Prevent the spread of Infection, the facillty must [ l’
| isolate the resident, 3. An inservice wiil be held with the'
' (2} The facility must prohibit empioyees with g nursing staff covering infection control! {
| communicable disease or infected skin !esions_ practices including sanitizing  hands | |
| from direct contact with residants or their food, if before and after gloving, |
g;e% cgnte_;gl; wif) trtansm[t the;a df;stease. h thel i
€ jacility must require staff to wash their ; |
o s o || AL i s e s
; e Y mdicated
| hand washing is indicated by accepted I that hands are to pe sanitized before and !
,: professional practice, afior gloving, |
) Linens , . . .
i‘ f’(grsonnel must handle, store, process ang & The Assistant Director of Nursing will,
| ransport linens so as to prevent the spread of observe infection controj practices during |
| infection. procedures and report to the Quahty_;
i Assurance Committee for 3 months or! | 4 /26/2014.
[ . . o . ;
; until there is 959 compliance, .
]
i
| This REQUIREMENT 1 not met as evidenced /
j By: . . |
{ Based on observation and intarviaw, the facility
| fafled to follow standards for the prevention and }
Spread of Infections by not disinfecting the hands i
| after the removal of gloves for one observation of
| one opportunity for intravenous medication
administration,
The findings included:
Observation on February 25, 2014, at 9:55 a.m., { [
Evenl IG: FUDF11 Faclllty ID: TNZ701 If continuation shaet Page 6ofg
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!
F 441 ] Continued From page 6 F 441 f /
 during the preparation of intravenous (v)
i medication for administration, reveafed !
eglstered Nurse (RN) #1 disinfecteg the hands i
{ @nd donned gloves, Continued observation
] revealed RN #1 Prepared the IV medication with
the gloves ony femoved the glovas donned new
 gloves, cleaned the resident's |V accoss port, and
connected the v tubing to the access port.
! Interview with the Director of Nursing on February
! 26, 2014, at 8:10 am., in the director's office,
| confirmed the facility did not have g policy for
| disinfecting the hands after slove removal, but the
i facility's expectation was that the hands woufd be
[ disinfectad when gloves were remaveg,
F 494 483.75(e)(2)3) NURSE AIDE WORK > 4 M0 - F 494
$8=C TRAINING!COMPETENCY
!Afacmty fmust not use any indjviguaf working in L. Future NAT classes will be held with N
l the facility as a nurse aide for more than 4 1o expense to the student, |
| months, on a fulltime basis, unless that individuaj '
1 IS competent to pravide aursing and nursing 2 Itis the policy of this facility that Ihere!
related services; angd that Individual hag will be no charge for NAT classes in the
completed a training and competency evaluation future, !
’ program, or 3 competency evaluation program J
; GPproved by the State a5 mesting the . ] 3. A policy change was made that this !
{ requrrefne.n_ts of §§483.151-483.154 of this part; facility will no longer charge for NATJ"
| or that individual has been deemed or deferminag [ classes }
! competent as provided in §483.150(a) and (b), ! ) ]
' | The 14 former NAT students em !
- . ployeed |
!Afacrllly must not use on a temporary, per diem, at the facility are being reimbursed the !
' leased, or any basis other than a permanent $80.00 chargy for of torial 1
| employee any Indlvidual Wwho does not meet the ! - charge for class materjals, |
j requirements in paragraphs (e)(2)(i) and (i}) of 4. The Administrator wiy assure .
this section, future NAT classes are held without!

| Nurse aides do not include those individuals who charge.

3/26/2014
i furnish services to residents only as paid feeding } [

{

A CMS-2587(02-99) Previoun Verolons Obaolern Evont ID:FupF13 Facliy I1D; Thr701 i cantinuation sheat Page 7of9
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COMPLETION
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x4 |
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1
]

DEFICIENCY)

'

1
F 484 | Continued From page 7 : F 494 i
[ assistants as defined in §488.301 of this chapter. I (
f |
I! ‘ !
i !
| This REQUIREMENT s not met as evidenced (
i by:
| Based on review of the CFR Tille 42, Volume 3, '
| PART 483 Requirements for States and Long
‘ Term Care Facilitios (Nurse Alde Tralning
Programs) and interview, the facility failed to
| @nsure no nurse aide was charged for any portion

i
j of the program,

|
I The findings included:

Review of the Requirements for States and Long
Term Care (LTC) Nurse Aide Tralning
! Requirements revealed, "...Sec,483,152(c)
| Prohibition of charges. (1) No nurse aide who is
émployed by, or who has received an offer of
employment from, a facility on the date on which
the alde begins a nurse aide training and
competency evaluation program may be charged
for any portion of the program..."

Interview with the Nurse Alde Training (NAT)
Instructor on February 26, 2014, at 9:30 a.m., In
the instructor's office, confirmed the facility
required each student to pay $80.00 for class

| materials.

Telephone interviews on February 26, 2014, at
9:45 a.m., and 10:40 a.m., with two former NAT
students who completed the facility's NAT class -
offered in January 2014, and currently employed J
1

by the faclliity, confirmed the facility had chargad
Facllity ID: TN7701 I eontinuation shoot Pago 8ef9

| each studant $80.00 for class materials.
Event ID; FUDFT1
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PREFIX
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;
F 494 | Continved From page 8

facllity's NAT class records from
2013, and January 2014, reveaied the facility
currently had fourteen former NAT students
employed at the facllity, and all fourtean had been
‘ | eharged $80.00 for class materials,

' Review of the

_‘ interview with the Admi nistrator on February 25,
2014, at 10:45 a.m., at the Social Worker's office,
confirmed the facility had not relm bursed nurse
aldes for the cost of the class after the nurse
aides completed the class and were employad by
the facility.

|
|

F494]

|
|

|
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